In this article, we discuss processes of recovery in bipolar disorder. We utilized a hermeneutical-phenomenological approach developed within a reflexive-collaborative framework to examine what individuals do to promote improvement and positive change in their own lives. The study was designed and carried out in collaboration with an expert-byexperience group of 12 coresearchers with firsthand experiences of mental distress and recovery. In-depth interviews were conducted with 13 participants who acknowledged having lived and dealt with a bipolar disorder. Four core themes were drawn from our analysis: (a) handling ambivalence about letting go of manic states; (b) finding something to hang on to when the world is spinning around; (c) becoming aware of signals from self and others; and (d) finding ways of caring for oneself. Interrelationships between the four themes, along with limitations, strengths, and implications of the study are discussed.
How do individuals with bipolar disorder experience their own efforts toward improvement and positive change? What challenges do they face in their processes of recovery? These are questions we approached in close collaboration with two distinct groups of service users: 13 participants who shared their experiences of recovery processes in semistructured, in-depth interviews, and a group of 12 coresearchers who actively engaged in the development and implementation of this study. Our purpose in this article is two-fold. First, we aim to explore first-person accounts and gain a better understanding of the perspectives of service users on processes of recovery in bipolar disorder. Second, we address central aspects of service user involvement in research on mental health based on our experiences in carrying out the present study.
Bipolar disorders are regarded as severe mental disorders, with a lifetime prevalence of about 3.9 % of the adult population (Kessler et al., 2005) . Within this diagnostic category, there is a continuum or spectrum of severity, from the milder subsyndromal cyclothymia to bipolar II disorder to full-blown bipolar I disorder (Cassano et al., 1999) . Even though the disorders are defined by the history of manic or hypomanic episodes, depressive episodes are seen more frequently and tend to last longer. Furthermore, most suicides occur during the depressive periods (Thase, 2005) .
Historically, bipolar disorders have been seen as genetically based biological conditions. This dominant understanding has largely dictated a view in which medication is seen as not just the primary but also the only appropriate therapy (Scott, 2006) . As such, there has traditionally been little done to improve our understanding of other treatments or ways of handling these disorders that seem to be helpful, especially for the people experiencing them. Over the last two decades, however, the focus of research and practice has gradually shifted toward highlighting the psychology of bipolarity (Jones & Bentall, 2006; Lam & Wong, 2005) , as well as adjunctive psychosocial treatments (Miklowitz, 2008) . Studies now indicate that psychological processes play an important role (Bentall, Kinderman, & Manson, 2005; Bentall, Tai, & Knowles, 2006) , and that most people struggling with these conditions do not derive maximum benefit from drug treatment alone (Miklowitz; Miklowitz & Scott, 2009; Scott) .
Nevertheless, knowledge about the experiential dimension of recovery in bipolar disorder is scarce. We could only find two articles in peer-reviewed journals that presented findings from qualitative studies on strategies for staying well (Russell & Browne, 2005 ) and on selfmanagement (Suto, Murray, Hale, Amari, & Michalak, 2010) in bipolar disorder. The everyday strategies described in these studies were accepting the diagnosis; mindfulness; education; identifying triggers; recognizing warning signs; managing sleep and stress; making lifestyle changes; participating in treatment; accessing support; developing wellness plans (Russell & Browne) ; getting adequate sleep, rest, exercise, and maintaining a proper diet; ongoing monitoring; enacting a plan; engaging in reflective and meditative practices; understanding bipolar disorder and educating others; and connecting with others (Suto et al.) . In our view, even if these strategies prove to be valuable, they are described and explored within the framework of a professional and theoretically informed language. There is a need for descriptions of recovery processes in bipolar disorder that stay closer to the service users' own perspectives, and are grounded in everyday language. Qualitative methods are particularly well suited to meet these challenges.
Conceptualizations of the term recovery come from two main sources: service users with firsthand experience of mental distress and recovery processes, and professionals in services and research (Jacobson & Curtis, 2000) . As a result, the term has been used in different ways to mean different things (Davidson et al., 2005) . In traditional psychiatry, recovery has been narrowly defined as a clinical outcome, while service users themselves focus on recovery as a way of working through and finding ways of living with problems, and have an attitude in which occasional distress is acceptable (Davidson, 2003; Resnick, Fontana, Lehman, & Rosenheck, 2005) . Davidson et al. (2007) defined recovery as "a process of restoring a meaningful sense of belonging to one's community and positive sense of identity apart from one's condition while rebuilding a life despite or within the limitations imposed by that condition" (p. 25). As such, recovery in serious mental illness is not so much about clinical outcome or being (solely) a psychiatric patient, but rather about recapturing roles as a healthy person and a contributing citizen of one's community (Davidson) . Systemizing service user experiences through research represents an important contribution in validating this knowledge, and becomes a reference source necessary for developing methods to acquire such knowledge.
Aim
The aim of the present study was to investigate and explore the lived experiences of improvement in bipolar disorder: What do individuals with bipolar disorders do to promote their own recovery, and what challenges do they meet? To this end, we conducted qualitative, in-depth interviews with persons with lived experiences of bipolar disorder, and used a hermeneutical-phenomenological approach developed within a reflexive-collaborative framework, as described below, to analyze and interpret the data.
Method
The combined hermeneutical-phenomenological method was selected in an effort to approach the experiential horizon of the participants while acknowledging that understanding their lived experiences can only be done through the interpretation of meaning (Heidegger, 1962; Kvale, 1996; van Manen, 1990) . Following Alvesson & Sköldberg (2000) , Finlay (2002 Finlay ( , 2003 , and Smith (1994) , we stressed a continuous conversation with the participants' firstperson perspective to reflectively explore how our intentions and preconceptions as researchers might have influenced the present study. The collaboration with service users was aimed to create a meeting ground where we could have our preunderstandings confronted and challenged in such an ongoing dialogue. This is in line with the proposal by Stige, Malterud, and Midtgarden (2009) for a dialogical view of reflexivity in which "a truly reflective inquiry requires individual and collective efforts to articulate various attitudes to the subject matter under study" (p. 1508). Following Patterson, Hart, and Weaver (2010) , we aim to make our collaborative and reflexive processes explicit in this article to enhance the quality of our study.
Representing an especially innovative aspect of this study, the involvement of service users also held the potential of enriching and developing our understanding of the participants' experiential horizons, as the service users' views and experiences were considered to complement our views and experiences as researchers (Faulkner & Thomas, 2002; Rose, 2009; Trivedi & Wykes, 2002) . This means that through reflexive collaboration and exchange of ideas with service users, we aimed to both validate and expand our understanding of the participants' lived experiences of recovery in bipolar disorders.
Researchers
The present study had its starting point in MoodNet, a regional research network on mood disorders within the western parts of Norway, and is a collaborative effort of researchers from this network and the Group for Qualitative Research on Mental Health at the University of Bergen. MoodNet has a strong emphasis on service user involvement in research. All authors have clinical experience with psychotherapy and other mental health care treatment approaches; the first, second, and last authors (Veseth, Binder, and Davidson) as licensed clinical psychologists, and the third author (Borg) as an occupational therapist within this field. Furthermore, all authors hold interest in and have experience with qualitative research on a wide range of topics in the area of mental health; Veseth as a research fellow in clinical psychology, Binder and Davidson as professors in clinical psychology, and Borg as a professor in mental health care.
Coresearchers
In addition to the above, a group of 12 service users with firsthand experience of mood disorders joined this study as coresearchers. They were collectively termed an expertby-experience group because their lived experiences were seen as an important capacity that held potential for enriching the project. A core of six coresearchers from this group was involved throughout the study, whereas others only participated in specific parts of the project. The coresearchers were selected from the largest service user organization in Norway, called Mental Helse, and from the local health trusts within the Western Norway Regional Health Authorities to gather a group who had both lived experiences of mood disorders as well as enthusiasm and drive to contribute to research on mental health. Many of the members in the expert-by-experience group had extensive experience as service user representatives in different positions within the mental health system, and most were active within the service user movement.
Collaborative Meetings
Collaborative meetings between the researchers and coresearchers were arranged to provide a safe environment in which the traditional imbalance of power between professionals and service users could be confronted and challenged. Even though some coresearchers left and others were introduced in the expert-by-experience group during the project period, the collaborative meetings quickly developed as a dialogical and secure encounter. In these meetings, we aimed to explore and discuss the researchers' and coresearchers' backgrounds and perspectives to promote reflexivity throughout the research process. The size of the expert-by-experience group varied from 8 to 12 participants at the different meetings. In addition, between 2 and 4 researchers participated at each meeting. As a result, the service users outnumbered the researchers. This was an important precondition so as to challenge the traditional imbalance of power. Ten collaborative meetings were arranged from November 2007 to December 2009, each lasting approximately 4 to 5 hours, and the discussions were recorded in field notes. The first author participated in all the meetings with the expert-byexperience group, and the third author at all except two. The second author took part only in the meetings focusing on data analysis.
Development of the Study
This study was originally launched after an initial seminar led by the last author (Davidson) on service user involvement in mental health research. After this discussion, researchers from MoodNet began to recruit the coresearchers for the expert-by-experience group. Three initial collaborative meetings were arranged with this group to generate questions and themes for the research project based on the service users' lived experiences of mood disorders. To approach the service users' view, the coresearchers were asked two broad, key questions at the first meeting: What are your research priorities as mental health care service users? What kind of research on mood disorders would be important and useful from your perspective?
One of the top priorities of the expert-by-experience group was to involve service users more in all stages of research projects. Furthermore, the coresearchers emphasized the importance of the experiential dimension in research related to mood disorders. The expert-by-experience group articulated clear expectations that they would be given the opportunity to participate throughout the project period, and they also gave direction for the research methodology. The last two meetings focused on narrowing down the immense number of questions and themes generated at the initial meeting through negotiating a shared consensus of the aim of the project. The group's resulting top research priority was to investigate service user perspectives on processes of recovery in the context of living with a bipolar disorder.
Preparations for Data Collection
A semistructured interview guide was developed at a collaborative meeting in which both the first and third authors (Veseth and Borg) took part. It was later modified and revised by the first author through discussion and supervision with the second and last authors (Binder and Davidson) . The resulting protocol was returned for a concluding validation at a collaborative meeting with the expert-by-experience group. The final interview guide addressed how the participants discovered that they had mental health problems; how they experienced the signs of mental distress and what they did to cope with their complaints; how they lived with their mental health problems; how they would describe recovery; what they had done themselves and what others (family, friends, and health care providers) had done to promote their personal recovery; what they had experienced as hindering their recovery; and what they saw as having contributed most to positive changes and improvement in their lives. The interview protocol was used throughout the data collection, although the focus and emphasis was shaped by the individual participant's personal experiences. Probes were used to encourage more detailed descriptions, and reflective statements were used to obtain clarification when the participants' descriptions were unclear. In this article, we examine findings from the part of the interviews focused on what the participants had done themselves to promote recovery.
Strategies for Sampling
Three participants were recruited through advertising in the largest local newspaper in the western parts of Norway, and 10 participants through their local outpatient clinic. The newspaper advertisement and information letter were developed in collaboration with the expert-byexperience group. All participants in the in-depth interviews identified themselves as having had experiences of recovery from bipolar disorders, and contacted the first author by telephone or email after reading the newspaper advertisement or receiving initial information about the study from their respective therapist.
Participants
Thirteen participants, 7 women and 6 men, were included in the study. Their ages ranged from 27 to 65 years, with a mean age of 47 years. All participants were living in the western parts of Norway. They reported both bipolar I and bipolar II diagnoses, and many described comorbid clinical syndromes such as psychosis, anxiety conditions, posttraumatic stress disorder, and attention-deficit/hyperactivity disorder. The participants recounted that they had struggled with symptoms of bipolar disorder over the previous 2 to 30 years, with a mean period of 18 years. Exclusion criteria for participation were alcohol or substance abuse as a primary diagnosis, and inpatient and/or electroconvulsive treatment within the previous 6 months, so that none of the participants were in a severe episode of illness at the time of interview. Six participants were employed, 3 of them in part-time jobs. Seven participants were permanently or temporarily on a disability pension. Eight participants were living in a relationship and had children (3 had adult children who had left home), and 1 participant was in a relationship but had no children. Three participants were single without children, and 1 participant was single with adult children who had left home.
In-depth Interviews
The first author conducted the individual in-depth interviews at a location of each participant's choice. Three options were initially presented: an office in the local outpatient clinic, a university office, or the participant's home. Participants were encouraged to choose the location where they would feel most free to talk, and all options were utilized in data gathering. Before each interview, the participant was given written and verbal information about the study; afterwards they were provided a brief demographic form. This questionnaire was developed in collaboration with the coresearchers. The interviews were open ended, and ranged from 45 to 110 minutes in duration, with most lasting about 80 minutes. All interviews were audio-recorded and transcribed verbatim by the first author. The participants were invited to review their respective transcript to ensure the validity of the data, and most of them made use of this opportunity. Participants were compensated with 200 Norwegian kroner (approximately $30 U.S.).
Preparations for Data Analysis
As part of the collaborative meetings focusing on data analysis, the coresearchers attended a 5-day training course on theories of science and qualitative methodology. The second and third authors developed the content of this training especially for the expert-by-experience group. The program was focused on hermeneutics and phenomenology as presented by Kvale and Brinkmann (2008) , and emphasis was placed on the concept of reflexivity (Alvesson & Sköldberg, 2000; Finlay, 2002 Finlay, , 2003 . The training was aimed at enabling the coresearchers to examine the impact of their position when analyzing the data, as well as to empower them to critically challenge and confront the views of the researchers. Presentations for the program were provided by experienced researchers.
Data Analysis
Analysis of the interview transcripts was carried out with the use of NVivo 8 computer software (QSR International, 2008) . Following a hermeneutical-phenomenological approach (Heidegger, 1962; Kvale, 1996; van Manen, 1990) , our aim was to generate knowledge about everyday experience, and to have our own preestablished ways of understanding challenged and transformed through a dialogue in which we were close to the participants' own views of what was significant and important to them in their recovery processes. By comparing the individual accounts, we wanted to identify patterns of commonalities and differences in the lived experiences of recovery in bipolar disorder. For this aim, we used the method of systematic text condensation (Malterud, 1993 (Malterud, , 2001 , and modified it in a hermeneutic way by emphasizing reflexivity upon the context of researchers, coresearchers, and participants (Alvesson & Sköldberg, 2000; Finlay, 2002 Finlay, , 2003 . Analysis proceeded through the following steps:
1. We read all the materials to obtain a basic sense of the participant's experiences of what they had done to promote their own recovery, and reflected on how various aspects of these accounts both challenged our preconceptions and became understandable through them. 2. Through close reading, we identified units of meaning that represented different aspects of the participants' experiences of living and dealing with bipolar disorders. 3. We developed codes for these units of meaning. 4. The meaning within each of the coded groups of text was then interpreted and condensed into everyday language. 5. Finally, the content of each code was summarized in overall descriptions of meaning patterns and themes that reflected our understanding of what emerged as the most important aspects of the participants' experiences.
The first author carried out the initial organization of the data, with the second author critically auditing the identification of meaning units. These meaning units are sections of the text that focus on one aspect of meaning in relation to the participant's experiences, and are divided by spontaneously occurring shifts in meaning in the transcript (Giorgi & Giorgi, 2003 . They are context-laden constituents, like words in a paragraph, and they represent the informant's concrete accounts of an experience; a thought or reflection that has meaning in itself within the broader narrative. Such a unit is, however, dependent on interpretive activity of the researcher who actively searches for emergent meaning. The keyword we attached to each text segment to permit later retrieval was designated a meaning code (Kvale & Brinkmann, 2008) .
The tentative meaning patterns were critically examined and transformed through dialogue with the third author and the coresearchers. Consensus was reached and themes formulated at a collaborative meeting that was an integrative part of the 5-day training in theories of science and qualitative methodology. Meaning patterns appear when one condenses and summarizes the content of meaning units of relevance for a particular research topic, and compares the experiences inherent in the narratives of several participants (van Manen, 1990) . That is, a pattern emerges when there is convergence between the experiences of different participants, and when there is a moderate degree of divergence between them that makes the pattern thematically rich. In this way, the identification of a meaning pattern combines the hermeneutical element of interpretation and active meaning construction on the researchers' part with the phenomenological element of commitment to description of lived experience (Binder, Holgersen, & Nielsen, 2010) . We expressed the content of a meaning pattern through the formulation of themes. These themes, from our perspective, have the quality of being a combination of invention (our interpretations), discovery (they were created through dialogue with the written expressions of the participants' experiences), and disclosure of meaning (i.e., the interpretative product is "given" to us by the text; van Manen).
Although the meaning patterns and themes are developed from the interview data, with theoretical concepts set aside, both the research question that initiates the dialogue with the participants and also analysis of the data will be affected by the particular experiential horizon of each individual researcher (van Manen, 1990) . We therefore employed a hermeneutical approach influenced by Gadamer (1975) in the discussion of the researchers' interpretative roles and the particular cultural-historical context of the data.
Ethical Considerations
The Regional Committee for Medical and Health Research Ethics (Western Region) in Norway approved the study, and the Norwegian Social Science Data Service was informed before the interviews were initiated. The participants were given written and verbal information about the general objectives of the study prior to the individual interviews, and informed consent was a requirement for participation. Because some participants were experiencing symptoms of their mental health problems at the time of interviewing, the interviewer aimed for an approach that allowed the participants to define for themselves the boundaries of the information provided. Because of the exclusion criteria for participation, however, none of the participants were in severe distress during the period when interviews were conducted. Furthermore, all of them were given the opportunity for a follow-up consultation. Three participants made contact after reviewing the transcript; they all did so because they wanted to supply further information, and not because they had experienced the interview as stressful. To assure anonymity for the participants, members of the expert-by-experience group signed a declaration of confidentiality before they participated in data analysis. Identifiers were also removed from the transcribed interviews before presenting extracts of the material to the coresearchers.
Findings
Participants indicated that they had considerable experience with the signs of bipolar disorder, as well as the processes of recovery. They had all struggled with mental health distress for some time, most of them for years. Thus, many had developed idiosyncratic strategies for coping with the challenges posed by living with a bipolar disorder, using their experiences of depression, hypomania, or mania to acquire different ways of handling everyday life burdened with periods of intense ups and downs. In this article, we present four major themes drawn from the participants' discussions of what they did to promote their own processes of recovery and what core challenges they faced when pursuing their lives to the best of their ability. The themes describe and summarize the participants' efforts to improve the quality of their everyday life: (a) handling ambivalence about letting go of manic states; (b) finding something to hang on to when the world is spinning around; (c) becoming aware of signals from self and others; and (d) finding ways of caring for oneself.
"It's Like Having a Big Bag of Sweets Taken Away"
We termed the first theme "handling ambivalence about letting go of manic states" because we found this capacity to be emphasized as crucially important by the participants. In the interviews, ambivalence was spontaneously described by a majority of the participants as a key challenge in their processes of recovery. Many had experienced great optimism and energy associated with these states, and commented on how they were looking forward to periods of an elevated mood. One participant said, "The manic side of it . . . . It's almost like I'm looking forward to these periods, because then I feel things are going well. The day is bright and I want to do things." Another participant elaborated on this point. For her, the positive effects of manic states were important to manage everyday life. She also described how she was then able to divert these periods of elevated mood and energy into useful and meaningful tasks:
It's the depression that's worst, because being manic is . . . . When you've got a house, a garden, kids and all . . . it's kind of positive, being manic. You get things done. . . . I experienced it as positive because I got things done. . . . That is, I see the ups positively because I get so much done. And I think I have been able to shift it, at least eventually, toward necessities, things that need to be done.
Others, however, put more weight on the positive qualities of these states rather than emphasizing their potential positive consequences. One participant described how he experienced his manic periods as problems going away, and all of the solutions suddenly being there. He felt he was untouchable, almost like a super hero, with great self-esteem and feelings of omnipotence and euphoria: I stopped taking my medication immediately, and got the longest and most intense period of mania that I have ever experienced. Unfortunately it was, like all the others, absolutely great. And . . . when you're in that state, you are James Bond and all that; you are practically untouchable. There are no problems, only solutions. It's almost like a drug in some ways; you don't need alcohol or other stimuli. . . . You don't get things done fast enough. . . . It's so accelerating, but you don't experience it as stressful, you just get all things done. For me it's like time stops. I prolong . . . It's not unusual that I work until 2:00 or 3:00 a.m.
Because of these unquestionably positive characteristics of the manic or hypomanic states, one participant felt it was challenging to get in a position where he could prevent or hinder the development of a period with elevated mood. He also described how he got very upset and disappointed with his therapist because she once stopped him from reaching full-blown mania. Simultaneously, he was relieved and grateful that she had intervened:
I'm not sure if I would have the strength to stop it. It would depend upon where I'd be at that time. I have been stopped twice though, by my therapist. That was with mixed feelings; I was very disappointed with her. Because I thought we had become so acquainted that she would allow me a well-earned week or two up in the galaxy. But I'm very grateful that she stopped me. . . . It was almost like having a big bag of sweets taken away and not knowing what you have done wrong. But I'm very glad she did.
For many of the participants, developing knowledge about the downsides of the manic states was difficult. Some described how they seemingly woke up one day and realized that they needed to let go of these manic states, whereas others expressed how they gradually became aware of the potentially devastating consequences of periods with lack of control. Still, however, many battled with the ambivalence of letting go because of the positive qualities or potential positive consequences:
And since that day, or at least that period, I have been very conscious about these manic symptoms and periods. Especially trying to see the warning signs as early as possible; getting enough sleep, trying to maintain a structure in my daily life. That is one side of it. The other is that I have almost needed those periods. Because they help to bring me one step forward. That is, to clean up the mess I have made when I have been depressed for a few days or a week. So I kind of had a need for this second helping of energy, to recover my strength.
As such, these periods were seen as a two-edged sword, both dangerous, and therefore something to be extremely careful about, and simultaneously something the participants were in need of, and a wonderful and extraordinary experience that had value in itself: Participant (P): So I almost had to realize that the problem was bigger than I wanted it to be, and that I unfortunately needed to get rid of those periods. Painfully enough. Interviewer (I): So it was kind of a hard-reached awareness. P: Yes, because I didn't want to, and to this day, I have to say that I . . . . The velocity and intensity that these periods represent, it is seductive in many ways. And I'm still not capable of stopping myself if it happens; I think someone else or the medications have to do it. And I'm not sure whether I would have the willpower to make it stop, either. I: Is it because there is so much that appeals to you in it? You make it sound like . . . P: Yes, because it is such a contrast to your ordinary life, from being nobody to being everything you want to be. At the pace that you want and even more. From my perspective, of course.
One participant, however, did not make any positive associations with his manic or hypomanic experiences at all; he focused entirely on the negative consequences these states had for him:
I hear some people say that when I am manic I feel so fine, and it's best if I leave it like that. But the thing is, if you let yourself go too high, you will get a corresponding down. At least that's how it's been for me.
"From Bathing in Champagne to Waking Up in a Tub of Black Paint"
We labeled the second theme "finding something to hang on to when the world is spinning around," because it summarizes the participants' efforts to remain centered on something meaningful despite mood changes. All of them described serious challenges related to dealing with emotional and psychological shifts in their everyday life. The fact that the participants were experiencing both extremes of mood, low and high, was something they needed to address when developing strategies for recovery. One of the participants highlighted this challenge in the following words: "It's the contrast of extremes: from bathing in champagne to waking up in a tub of black paint." Many of the participants tried to meet this challenge by establishing or creating a fixed point, an anchor, as the answer to a life characterized by intense ups and downs.
One participant emphasized the role of his religion as an important tool, and another on how her pregnancy drew her attention toward meeting the needs of her new life situation in getting a more suitable apartment and settling down. A woman participant gave yet another example; for her, the upbringing of her children had been important, because it forced her not to give in to her depression:
And especially now, what is hard for me now is that I have realized that my children are not coming home again. They have actually moved away. Jesus Christ. . . . That is, they have been in need of me when they have been growing up, but now I have seen how much I have needed them, too. It's been very important for me having to discipline myself; lunch packets, laundry, and all those things. . . . But now they are gone, it's like . . . . For many participants, the challenge of experiencing both extremes of mood also highlighted the importance of being aware of their day-to-day lives and finding ways of paying attention to their present experiences. This was described as an active process in which participants moved their focus toward activities that were helpful and meaningful. One participant described gardening and food preparation as "grounding" experiences, underscoring how important it was for her to balance an intense and vivid inner life with a concrete element of the earth: For other participants, a job or a hobby functioned as such a fixed point in their everyday life. Here is one account:
Shortly after my last discharge I realized that I needed to find something that engages me, occupies me. Something that puts me into contact with other people so that I don't sit alone in my apartment. And I had some experience with [fly-tying]. . . . It has given me a lot . . . It's two-folded. Firstly, I am producing these [fishing flies] during the nights and days, and secondly I'm selling them and getting in touch with customers. I feel that's important to me, to keep me well. It's kind of routine work, but it's calming.
Another participant described how he cultivated a self state in which he could give in to a developing image of himself leading and building up an army. This fantasy was useful as an alternative to depressive rumination or manic flight of ideas, because it functioned as a fixed point that enabled the participant to let go of his tendency to negative chains of thought or loosening of associations. For him, the definite characteristics of this image were very important; however, the strategy was only effective if he was not too depressed or too manic:
Eventually there were a few dreams that I used as a kind of therapy. I'm not sure what to call it. I got to know these dreams, and this process had a kind of calming effect on me. One of the dreams was about gathering people to assemble an army, we were about to go to war. It wasn't so much about attacking someone, but more about the building of an army of people with loyalty, honor, morals, and ethicsthese things I felt were absent in society, in people. We aimed at resisting the greed and dishonesty, fighting for other values. But the funny thing was that this was done with antique weapons. . . . And it was extremely vivid; the buttons in our uniforms, the color of the seams. I could hear the horses trampling. It was like in the movies; you could almost smell the daybreak and feel the heat of the horse from beneath you. And this was part of the whole thing; it was safe and nice to enter this warm glow of feelings that I had created. It was a space and a way of life that I was very comfortable with. And, of course, it was an escape from reality. But it worked, and sometimes it functioned very well. And you are at times also wondering where you are, how far you are willing to go outside of the framework of being a citizen. . . . but . . . that dream, and others, became very, very important to me.
"I Have to Be Considerate and Listen to My Body"
We called the third theme "becoming aware of signals from self and others" because we found that being attentive to shifts and alternations seemed to be important for the participants. To maintain psychological wellness, many of them described an ability to listen to signals as central. These signals could be bodily, emotional, or social, and were seen as arising both from themselves and from people close to them. Developing the skill to detect and listen to these signals was described as a time-consuming and challenging task; this is because the warning signals were different from person to person and, as such, the capacity had to be developed through experiences. One man exemplified how he had taken on a sophisticated way of detecting bodily changes. For him, a subliminal distress in his mouth was a warning sign that he was entering an early stage of mania:
Gradually I've gotten to know myself quite well, and I know that the mania is. . . . It hurts physically being in that condition. I feel a distaste in my body. For example, my oral cavity: I feel a stress arising there. It's not easy to explain, but it's like I detect this myself.
Another participant highlighted how this was challenging, not only because it was demanding to develop this ability, but also because one had to act appropriately after detecting the warning:
If I hadn't listened to my body, right, and thought, "Let's act on all these ideas, let's initiate this and that, let's do this," then I would. . . . It wouldn't have lasted. I would have been exhausted. Or hyperactive at the same time. . . . I'm trying to take control of my thoughts, thinking, "We shouldn't do this because that's not good." And I think that's important, because if I don't, if I just keep going . . . I don't think that's any good, because . . . so I have to be kind of considerate and listen to my body.
Many participants also described that feedback from family or friends was important in monitoring their moods. Because many of the signals were described as behavioral, close relatives or friends were able to help participants detect shifts or changes in their functioning. Many described how this was challenging both to their loved ones, because they had to give feedback in a sensitive way, and also to themselves, because they needed to work on their abilities to receive or reflect on the feedback:
He is very open minded and . . . if I ask about or wonder about things, or ask him if he has noticed something or what he thinks, he is very open and honest and says what he means. "I think that you should consider again before doing that," for example. And those kinds of things . . . that's very nice. But he's careful about it. My mother, on the other hand, can be very harsh. She can, for instance, say, "What is it, are you far up? I can hear it in your voice" . . . And that can be offensive. I tend to get quite annoyed. . . . But at the same time it is important that they let me know, because it's not all the time you notice it yourself, the ups and downs. And sometimes it's hard to know, as well, because you are allowed to have good and bad days without it being related to the disorder.
Others missed this kind of feedback from people close to them, and felt this was necessary for them to stay well:
And that is related to this thing with my family, my wife. It's not very often she is able to hang on to this. And sort of being the one that says, "Oh, that's nice." And other times she could have said, "Yes, that sounds great, but maybe we should do it like this instead." Or saying, "No, that's not something we can do." To have a point of reference where you feel you get feedback that really matters. And if we then actually are going to do it, then be steady carrying it out; starting at a sensible position and be firm until we are complete and happy with the result.
"It's Easy to Forget the Things That Help"
We termed the fourth theme "finding ways of caring for oneself" because expanding the capacity for self-care was described by many of the participants as vital for their well-being. In the interviews, they emphasized how suffering from a mental disorder hurt and underlined their need to meet the distress and discomfort associated with their mental health problems. Developing strategies about caring for oneself was therefore a crucial task. One participant, who also struggled with a pain condition and exhaustion disorder, reported that she previously had initiated a lot of hard manual labor in periods with elevated mood. For her, as for other participants in this study, gardening was an important fixed point that was essential for her well-being. When hypomanic, however, she had difficulties with setting limits on herself. She exemplified this in discussing the building of a rock fence around their property with her husband. He stressed that they could not begin this job before they had rented a tractor. She initiated it anyway, with the result that she was so worn out that she was not able to walk by herself afterwards. For her, one of the most important challenges was to develop a capacity for self-care. She described this as learning by doing, and said, "I don't do tractor labor anymore."
For another participant, taking care of herself was about making time for relaxation during the hectic pace of everyday life. She made great efforts to find her sense of stability through accepting that she sometimes needed to rest:
And then, in some periods, like this autumn, when it rained a lot and the weather was bad, and I had eaten dinner and got drowsy . . . previously . . . before I got diagnosed, I would just keep going in order to stop myself from falling asleep, but now. . . . When it happens now, when I get weary after dinner, I recognize that I am tired and make time for a rest for half an hour, make arrangements for a quiet evening.
For others, again, recharging when depressed was not so much about stretching out on the couch, but rather about keeping in motion and working out. As such, listening to the body and caring for themselves could also be about not doing what their body wanted them to do:
That feeling blue, it gets so dominating that it is easy to forget the things that help. But that doesn't mean that it isn't possible to do the things that help. I pace, for example, I don't work outside the city center anymore, I work in the city, so I walk to work. There are occasions when I'm very depressed and need to go by car, but generally I walk to the city center. And afterwards I walk home. That helps. This Sunday I was in a bad mood and forced myself to hike up the mountains. And then I have to walk for so long that something happens. It's something about the circulation. I'm sure it's a physical reaction.
Many participants highlighted the significance of setting limits on what they could be involved with as a central means of caring for themselves:
And then I'm like . . . if I notice some people stealing my energy or . . . they have experienced a lot of sadness or negativity or diseases, death, and misery, then I'm trying to pull back. I try to avoid being a hobby psychologist to others. Yes. Try to be good at being considerate . . . because I don't want to test my strength. If I feel something wearing me down, being with him or her because they aren't in a good place, I back off and try to look after myself.
Others underscored that it was central to reduce the demands and expectations in their everyday lives:
This January and February things got too far. I was about to start working for a company in addition to myself. And that didn't work, because the people in that firm started to push me, they wanted so much done. And it almost went wrong, but then I . . . I guess it was in mid-February, or early February, when I said . . . I let them know that I couldn't work for them: "You are pushing me, I'm not up for this." And before I started working for them I let them know that I didn't want any pressure or stress, but they didn't stick to our deal, so I let them know. I was far down in January, but then I let them know. This is it . . . and that's been important, because if you're suddenly there where you have six months of work ahead of you, it leaves you with great pressure. So . . . adequate work pressure, that's essential.
Discussion
In this study, we identified and described four core themes to the processes of recovery in bipolar disorder. The first theme underscores a key challenge in these processes, that is, "to handle ambivalence about letting go of manic states." Participants described both the positive emotional qualities and even some positive practical consequences of these states as obstacles to pursuing their lives to the best of their ability. Our findings suggested that they met this challenge by aiming "to find something to hang on to when the world is spinning around," as described in the second theme, and by learning "to become aware of signals from self and others," as presented in the third theme. For many participants, it was important to establish or create a fixed point in their lives, and they also strongly emphasized the significance of being aware of their present experiences. Furthermore, participants described becoming attentive of signals arising from themselves and from feedback in their relationships with others important to them as key to improvement. The fourth theme addressed the participants' efforts "to find ways of caring for oneself," that is, self-care as a way of handling the distress of severe psychological and emotional shifts they experienced in relation to their mental health.
Toward Caring for Oneself in a Life of Intense Ups and Downs
Our findings and the relationships between the themes are illustrated in Figure 1 , which portrays how the participants maneuvered toward recovery and caring for themselves in a life of intense ups and downs.
The uneasiness of giving up on their manic or hypomanic states, as described by many of the participants in this study is, perhaps, counterintuitive to many. It might be difficult to comprehend how these predominantly destructive, and often psychotic, conditions are seen as a favored mode of being, or as a position that produces positive outcomes in a person's life. In the Emmy Awardwinning British Broadcasting Company documentary, "The Secret Life of the Manic Depressive" (Wilson, 2005) , the actor and comedian Stephen Fry concludes with the following comment, which colors and amplifies this paradox:
It says something about manic depression that despite it being the greatest killer of all psychiatric illnesses, many of those suffering from it, if given a choice, don't want to get rid of it. And if I'm honest, I don't either.
In fact, this phenomenon is often described in relation to artistic temperament, what Jamison (1993) termed "that fine madness," in which it is seen that some of the great artists' works are indebted to their periods of expansive and elevated moods. In the present study, however, we did not interview Vincent van Gogh, Virginia Woolf, or Ernest Hemingway. These are the accounts of how ordinary people battle to live with a bipolar disorder, and their stories were about making use of manic or hypomanic states to manage necessities in their daily lives and to clean up the mess they had made after being depressed, rather than in an artistic voyage of painting Sunflowers (van Gogh, 1888), writing Mrs. Dalloway (Woolf, 1925 (Woolf, /2004 , To the Lighthouse (Woolf, 1927 (Woolf, /1996 The Old Man and the Sea (Hemingway, 1952 (Hemingway, /1999 . As such, our data indicate that experiencing creativity and other positive consequences of manic and hypomanic episodes is more a normal phenomenon than something reserved only for aesthetic expression. As for the artists described by Jamison (1993) , our participants experienced a thin line between the favorable sides of mania or hypomania and the more dangerous aspects. Unlike the statement made by Stephen Fry, however, they did not claim that they wanted to actually keep the illness. Nonetheless, most participants communicated a thirst for these states. This craving was commonly described as more challenging when life was hard and stressful. Mania or hypomania can be experienced as a break from the grayness and dysphoria of everyday life, or sometimes from feelings of being overwhelmed by stress. As such, an important aspect of recovery in bipolar disorders might be to find ways of handling distress and depression without giving in to a manic or hypomanic state. This finding resonates well with the findings of recent psychological studies, which indicate that ineffective strategies for handling and avoiding feelings of low self-esteem seem to play an important role in the pathways to mania . As such, episodes of elevated mood might occur when people try to grapple with and protect themselves from difficult feeling states in depression.
In our study, the overarching theme of "finding ways of caring for oneself" offers the most powerful antidote to depressive states and, of course, also to mania or hypomania. Self-care seemed, therefore, to be an important goal in the participants' movement toward improvement and positive changes in relation to their feelings of self-worth. A form of acceptance was a precondition for this to happen. Before the participants could change, they had to see themselves as they were; to treat themselves with kindness, they had to accept their distress and needs. Deegan (1988) described this as having a paradoxical effect in which it is through acceptance of what we cannot do that we start discovering what we can actually do. This acceptance, however, might well take courage and determination, because many of the participants experienced their psychological life as overwhelmingly stormy. An important ingredient in mastering these strong fluctuations in emotional states was captured in the theme of "finding something to hold on to when the world is spinning around." This anchor, or floor of stability, was necessary for many as a step toward appropriate self-care and recovery. Here, the participants described being aware of their present thoughts and feelings, as well as having their experiences grounded in concrete realities. This was seen as having a calming effect, contributing to improvement and growth. Another necessary requirement for positive change in the participants' lives was "becoming aware of signals from self and others." This is in line with some of the ideas found in current psychological treatments for bipolar disorders , and important aspects in the self-help literature (Jones, Hayward, & Lam, 2002) . In both cases, detecting early warning signs and monitoring moods is seen as important requirements for recovery and improvement. Developing this capacity to be attentive to feedback from others and to listen to signals from their own body was used by the participants in our study in the service of self-care, as the information was applied to making arrangements that were in line with their needs. The strategies we have described seem to rest strongly on the active role of the individual. All participants had made a "choice" to get better, and this, in turn, strengthened their experience of agency. The importance of agency is documented in several studies on recovery in mental illness (Borg & Davidson, 2008; Davidson, 2003) , in which it is seen that persons in recovery are active agents directing their own lives toward growth and healing. The selfcare practices described in this article are also dependent on a dynamic between the individual and the environment. The person in recovery is involving others in constructive ways, and is also making use of the physical environment and physical activities in positive ways, such as in the examples of gardening and other practical work.
Reflexivity and Collaboration-Methodological Strengths and Limitations
A reflexive-collaborative approach was the main methodological foundation of the design and conduct of this study. Traditionally, there has been a tendency to view collaborative research as biased, because service users are considered subjective, overinvolved, or as having a clear political agenda in their participation (Rose, 2009 ). Furthermore, involvement in the context of mental health research is seen as raising an additional problem, because mental illnesses are associated with madness, insanity, and irrationality, in contrast to the established scientific values of rationality, neutrality, and objectivity (Telford & Faulkner, 2004) . However, it is difficult to imagine a researcher who does not have an interest-academic, personal, or both-in his or her research questions and how he or she engages in it (Rose) .
In giving weight to the concept of reflexivity, we aimed to transform subjectivity from a problem into an opportunity (Finlay, 2002) . From this perspective, all researchers are regarded as having an impact on the planning, performing, and data-analysis phases of a study (Alvesson & Sköldberg, 2000) . In both quantitative and qualitative research, in collaborative as well as other approaches, researchers are seen as powerful shapers of the research process. This is an inevitable consequence of engaging in research with people (Smith, 1994) . Following Heidegger (1962) , we might say that our preconceptions are not only sources of errors, but that they also offer a position that enables us to understand our participants' experiences. To improve the quality of research, reflexivity thus addresses and emphasizes an awareness of our own presence in the research process (Underwood, Satterthwait, & Bartlett, 2010) . Therefore, our reflexive-collaborative approach is not so much about eliminating bias, but rather about making use of it as an important focus of investigation.
In the present study, this reflexive-collaborative approach contributed in making our preconceptions explicit throughout the project period. One example is the focus of this article, the participants' own efforts toward recovery in bipolar disorder, which was a result of such a reflexive dialogue between researchers and coresearchers. The question was originally prompted by one of the members in the expert-by-experience group during the development of the interview guide at a collaborative meeting. The first author, who was going to conduct the in-depth interviews, was at the time not convinced that this question would elicit rich and descriptive details, because he was afraid it would only bring forth short answers or comments about how the participants complied with their doctors' prescriptions. Through the collaborative dialogue in making the interview guide, however, the coresearchers articulated examples from their own lives of their ways of handling distress that enabled the first author to both see the potential within this question as well as to examine his own assumptions about the issue. In retrospect, we now see that this part of the interview in fact elicited some of the most interesting and colorful articulations.
This collaborative dialogue between researchers and coresearchers is considered an important strength of the present study because we constituted a heterogeneous research team with different experiences and perspectives on phenomena in the field of mental health care. Another example of the value of this collaborative-reflexive approach can be drawn from the analysis of the data. After the coresearchers had attended the 5-day training course on theories of science and qualitative methodology, they were presented deidentified extracts of the interview transcriptions. At this step in the analysis, many of the coresearchers associated the participants' descriptions with what they had themselves lived through, and through this process, some of the tacit and implicit aspects of the accounts were articulated. For instance, many of our coresearchers pointed out the importance of experience in relation to the processes of recovery; how coping presupposes living through distress and trying to handle it, as this is the only way to own one's strategy for dealing with problems. This was not explicitly discussed in the interviews, but struck many of the members of the expert-by-experience group as necessary for improvement and growth in the context of living with a bipolar disorder. Furthermore, many of the coresearchers also brought to our attention the importance of many of the concrete activities in the participants' accounts, as well as the significance of the body in bipolar disorder.
As argued, the ability to encompass and describe themes that are close to the service user's experience is a major strength that was achieved through the close collaboration with service users both as participants and coresearchers. We believe that there is added value in bringing together professional and service user perspectives, in that it made the study meaningful and close to practice. However, it is important to note that even though the researchers and coresearchers in the present study formed a research team with a multitude of diverging experiences, values, and perspectives on issues in mental health, we are all in close proximity to the study field. Because we are invested in both the mental health system and research relevant to improving the quality of these services, it is challenging to find instances in which the participants' stories differ from our perspectives. This might represent a bias in our research, and it is plausible to imagine that researchers with more distance from the field of mental health care would identify other important aspects of the processes of recovery in bipolar disorder (see also Morse, 2010 , for a discussion on the advantages and disadvantages of being an insider or an outsider when conducting qualitative health research).
Another methodological limitation of the study is the small and relatively homogenous group of participants; they were all adult, ethnic Norwegians. Furthermore, they had all struggled with mental health problems at approximately the same period of time, and received help and support from the same mental health system. However, because this article is focused on the participants' own efforts toward recovery in bipolar disorders, it is less likely that their descriptions were colored by their experiences in the mental health system.
Recommendations and Implications for Clinical Practice
Because there are few scientific descriptions of the lived experiences of improvement and positive changes in bipolar disorder, future research is needed to explore other aspects of the recovery processes, from both professional and service user perspectives. We believe that qualitative studies on these experiences are particularly useful, because research on bipolar disorder has traditionally been limited to a narrow biomedical research paradigm. It is hoped that the present study will add to an emerging base of knowledge about what strategies service users themselves make use of in battling the disorder.
Our findings raise several questions about clinical practice and interventions in bipolar disorders. How can people go about handling their ambivalence about letting go of manic or hypomanic states? How should therapists intervene to support individuals in finding something to hang on to when the world is spinning around? How can one improve one's ability to become aware of signals from oneself and others? And how might persons approach recovery through finding ways of caring for themselves?
When self-care is seen as an important goal in the processes of recovery in bipolar disorder, attention is drawn to the active role of the individual with regard to improvement and positive change. Caring for oneself implies that persons in recovery from serious mental illnesses can accept and recognize their own needs, as well as have the potential to find ways of meeting these needs. Recovery is about stepping in and intervening for one's own mental health. The health care professionals' most important role here might be to support individuals in these processes. Our findings underscore not only that persons in recovery can play an active role in improving their own condition, but also that service users themselves can contribute in valuable ways to research.
Conclusion
In close collaboration with service users as participants and coresearchers in the present study, we aimed to explore recovery in bipolar disorders from an experience-centered perspective. We conducted qualitative in-depth interviews with 13 participants who reported they had firsthand experiences with improvement and positive changes in bipolar disorder. We used a hermeneutical-phenomenological approach developed within a reflexive-collaborative framework to approach important aspects of the processes of recovery. This was described in light of four core themes: (a) handling ambivalence about letting go of manic states; (b) finding something to hang on to when the world is spinning around; (c) becoming aware of signals from self and others; and (d) finding ways of caring for oneself. The findings are discussed as a movement toward recovery and taking care of oneself in which the person in recovery is seen as an important and active agent. We further considered the process of reflexivity and collaboration in performing the study in which we aimed to validate our approach by being transparent about our methodology. Finally, we have suggested implications of our findings for further research and clinical practice.
